Sessile serrated polyps (SSPs), also called sessile serrated adenomas (SSAs), are the precursor lesions of 20% to 30% of colorectal cancers. The serrated polyp to cancer sequence occurs primarily in the proximal colon in the case of SSPs.
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SSPs are abundant in the colon, being present in the proximal colon in 8% to 9% of screening colonoscopies performed by high-level detectors. 1, 2 Most SSPs are not dysplastic, which favors the term "SSP" over "SSA" because the term "adenoma" is used to describe the conventional adenoma class of colorectal cancer precursors, which are uniformly dysplastic. The pathologist should designate SSP without dysplasia as "SSP without cytologic dysplasia." The endoscopic features of SSP include pale color, indiscrete edges, flat or sessile shape, and frequently an adherent cap of mucus ( Figs. 1 and 2 ). Microscopically, both SSPs and hyperplastic polyps (HPs) are characterized by NBI International Colorectal Endoscopic Classification (NICE) type 1 features (Table 1) . 3 The NICE classification does not distinguish endoscopically between HPs and SSPs. The Workgroup on Serrated Polyps and Polyposis (WASP) classification does describe features that distinguish SSP from an HP, including an irregular surface, indiscrete edges, a cloudlike appearance, and large open pits (Fig. 3) . 4 The first step in progression of SSP to cancer sequence is development of dysplasia in SSP. The SSP with cytologic dysplasia can be recognized endoscopically by a focal area demonstrating NICE type 2 features (Figs. 4-6 ). This lesion is further along in the serrated polyp to cancer sequence, and the endoscopist should search the surface of any SSP for features of dysplasia and make sure that SSPs with cytologic dysplasia are completely resected ( Table 1) .
The development of cancer in an SSP can be recognized endoscopically if residual SSP is visible on the lesion surface adjacent to the cancer ( Fig. 7 ; Video 1, available online at www.VideoGIE.org). Thus, the entire progression of sessile serrated polyp to cancer may be recognized endoscopically and can help to guide endoscopic or surgical resection, as well as histologic and molecular analysis of pathology specimens.
Written transcript of the video audio is available online at www.VideoGIE.org. 
